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High-dose therapy and autologous stem cell transplantation (HDT-ASCT) can offer potential long-term
remission or cure in patients with non-Hodgkin lymphoma (NHL). Limited experience is available on the
safety and efﬁcacy of HDT-ASCT in elderly patients. This is a single-center, retrospective study examining
outcomes of HDT-ASCT for 202 NHL patients, ages 60 years and older, between January 2001 and December
2012. Overall survival (OS) and progression-free survival (PFS) were analyzed according to age at HDT-ASCT,
hematopoietic cell transplantation comorbidity index (HCT-CI), NHL histology, and remission status at the
time of HDT-ASCT. The median age was 65 years (range, 60 to 74) and the majority had either diffuse large
B cell lymphoma (n ¼ 73, 37%) or mantle cell lymphoma (n ¼ 69, 34%). One hundred and ﬁfteen patients (57%)
had high HCT-CI scores at the time of HDT-ASCT. With a median follow-up of 3.6 years (range, 4 to 11.9 years)
for survivors, PFS and OS at 3 years were 60% (95% conﬁdence interval [CI], 53% to 68%) and 73% (95% CI, 67%
to 80%), respectively. Transplantation-related mortality (TRM) was 4% both at 100 days and at 1 year after
HDT-ASCT. Age and HCT-CI score were not associated with OS or PFS, and high HCT-CI did not correlate with
TRM. Seven patients (4%) developed secondary myelodysplastic syndrome or acute myeloid leukemia at a
median of 35 months (range, 6 to 48) after HDT-ASCT. In this single-center cohort of elderly patients with NHL
undergoing HDT-ASCT, this intervention was proven tolerable and effective, with results similar to those of
historic controls in younger patients. Our data suggest that age alone should not preclude HDT-ASCT in
elderly patients.
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High-dose therapy and autologous stem cell trans-
plantation (HDT-ASCT) has been widely used as con-
solidative therapy in upfront or salvage settings across a
range of non-Hodgkin lymphoma (NHL) histologies. The
multicenter prospective randomized phase III Parma trial
established HDT-ASCT as a standard-of-care in relapsed or
refractory intermediate or high-grade NHL chemosensitiveedgments on page 2008.




ty for Blood and Marrow Transplantation.vival (OS) and progression-free survival (PFS) beneﬁt [1].
Similarly, the multicenter, randomized phase III CUP trial
established PFS and OS beneﬁt for early relapsed or re-
fractory follicular lymphoma (FL) patients randomly assigned
to HDT-ASCTcompared with further chemotherapy alone [2].
In mantle cell lymphoma (MCL), the prospective randomized
trial of the European MCL Network, as well as the Nordic
Lymphoma GroupMCL2 study, established HDT-ASCT as part
of ﬁrst-line therapy demonstrating long term PFS with
HDT-ASCT in ﬁrst remission [3-5]. Prognosis is generally poor
in T cell lymphoma (TCL) because of low response rates and
less durable remissions to conventional chemotherapy.
Several retrospective and prospective studies have reported
Table 1
Patient Characteristics Overall (n ¼ 202)
Characteristic Value
Age at transplantation, median (range), yr 65 (60-74)




















Transplantations in ﬁrst remission 93 (46%)
HCT-CI
Low (0) 42 (21%)
Intermediate (1-2) 45 (22%)
High (>2) 115 (57%)
DLBCL indicates diffuse large B-cell lymphoma;MCL, mantle cell lymphoma;
FL, follicular lymphoma; CNSL, central nervous system lymphoma; TCL, T-
cell lymphoma; NHL, Non-Hodgkin lymphoma; CR, complete remission; PR,
partial remission; RIT, radio-immunotherapy; HCT-CI, hematopoietic stem
cell transplant comorbidity index; BEAM, carmustine, etoposide, cytarabine,
melphalan.
Data presented are n (%) unless otherwise indicated.
P.B. Dahi et al. / Biol Blood Marrow Transplant 20 (2014) 2004e2009 2005encouraging results with HDT-ASCT as ﬁrst-line consolida-
tion option [6-9]. The National Comprehensive Cancer
Network recommends consideration of HDT-ASCT for most
TCL in ﬁrst complete remission [10].
Although themajority of patients diagnosed with NHL are
older than 60 years, most studies of HDT-ASCT for lymphoma
have been performed on patients younger than 60 years.
Therefore, safety and efﬁcacy of HDT-ASCT is not well
established in this age group. Given the limited information
on feasibility of HDT-ASCT in elderly [11-18], we retrospec-
tively evaluated the outcomes of HDT-ASCT in 202 NHL
patients ages 60 years and older at our institution over the
11-year period from January 2001 to December 2012. The
aim of this study was to determine tolerability and efﬁcacy of
HDT-ASCT in elderly patients with varied comorbidities, to-
ward the goal of clarifying eligibility for this procedure.
PATIENTS AND METHODS
Patient and Graft Characteristics
This retrospective study was performed in patients 60 years of age or
older with NHL who underwent HDT-ASCT at Memorial Sloan Kettering
Cancer Center (MSKCC) between January 2001 and December 2012. The
institutional review board at MSKCC approved data collection. Data were
primarily extracted from comprehensive chart review and institutional
databases. Pre-HDT-ASCT studies included physical examination; complete
blood count; metabolic panel; chest radiography; computed tomography of
the chest, abdomen and pelvis; ﬂuorine-18-deoxyglucose positron emission
tomography; bone marrow aspiration and biopsy; echocardiography; and
pulmonary function testing. The hematopoietic stem cell transplantation
comorbidity index (HCT-CI) [19] was calculated retrospectively through
chart review of data immediately before HDT-ASCT. The HCT-CI was deﬁned
as low for 0 points, intermediate for 1 or 2 points, and high for >2 points.
Peripheral blood hematopoietic stem cells (HPCs) were collected by leuka-
pheresis after mobilizing cytokines with or without preceding chemo-
therapy priming [20-23]. The minimal acceptable progenitor cell dose was
2  106 CD34þ cells/kg. The day of HPC infusion was considered day 0. Pa-
tients received either ﬁlgrastim 5 mcg/kg/day from day þ5 until neutrophil
recovery (before 2006) or pegﬁlgrastim 6 mg on day þ1 (since 2006) [24].
All patients were hospitalized for HDT-ASCT until engraftment unsupported
by transfusions and adequate gastrointestinal recovery. Engraftment was
deﬁned as sustained neutrophil recovery that is the ﬁrst of 3 consecutive
days with a count  .5  109/L. Patients were kept in single rooms and were
managed clinically according to MSKCC standard guidelines, including
infection prophylaxis.
Conditioning Regimens
HDT varied according to the patient’s diagnosis, remission status, and
comorbidities. One hundred and forty-nine patients (74%) received BEAM
(carmustine 300 mg/m2  1 dose, etoposide 100 to 150 mg/m2 every 12
hours  8 doses, cytarabine 200 mg/m2 every 12 hours  8 doses, and
melphalan 140 mg/m2  1 dose) as their primary HDT regimen. Several
patients also received preceding immunotherapy with accelerated ritux-
imab 375 mg/m2  2 doses (n ¼ 10; 5%) or radio-immunotherapy with
Yttrium-90 ibritumomab tiuxetan (n ¼ 7; 3.5%) or Iodine-131 tositumomab
(n ¼ 5; 2.5%) in addition to BEAM. Patients with central nervous system
lymphoma (CNSL, n ¼ 18; 9%) received thiotepa 250 mg/m2 daily  3 doses,
busulfan 3.2mg/kg daily 3 doses, and cyclophosphamide 60mg/kg daily
2 doses. Other less commonly used conditioning regimens included
melphalan and etoposide (n ¼ 6; 3%); cyclophosphamide and etoposide 
total body irradiation (n ¼ 3; 1.5%); cyclophosphamide, carmustine, and
etoposide (n ¼ 2; 1%), mitoxantrone and melphalan (n ¼ 1; .5%); and rit-
uximab, carmustine, cyclophosphamide, and etoposide (n ¼ 1; .5%). HDT
was not routinely adjusted for body weight or impaired renal function. For
those patients who received involved ﬁeld radiation therapy before HDT-
ASCT, radiation was limited to no more than 2 anatomically involved
lymph node regions and was administered before HDT for disease
measuring at least 5 cm before salvage therapy. Involved ﬁeld radiation
therapy was delivered in 1.5 Gy fractions twice daily to a total dose of 30 Gy
over 10 days [25].
Statistical Methods
Descriptive statistics were used to summarize patient characteristics.
Kaplan-Meier methodology and the log-rank test were used to examine OS
and PFS by patient characteristics. Cumulative incidence functions were
used to estimate the cumulative incidence of progression of disease andtransplantation-related mortality (TRM), with nonrelapse mortality and
progression as competing events, respectively. Analyses were performed in
R statistical software version 2.13.2 (R Foundation for Statistical Computing,
Vienna, Austria).
RESULTS
Patient demographics are summarized in Table 1. Sixty-
seven percent were men. Of the 202 patients 60 years and
older (median age, 65; range, 60 to 74 years), 90 patients
were ages 60 to 64, 82 were ages 65 to 69, and 30 patients
were 70 or older. Histologies for which patients underwent
HDT-ASCT included diffuse large B cell lymphoma (DLBCL,
n¼ 74, 37%), MCL (n¼ 69, 34%), FL (n¼ 12, 6%), CNSL (n¼ 13,
7%), and TCL (n ¼ 25, 12%). Nine patients (4%) had other NHL
histologies, including chronic lymphocytic leukemia/small
lymphocytic lymphoma (n ¼ 2), marginal zone lymphoma
(n¼ 2), plasmablastic lymphoma (n¼ 1), lymphoplasmacytic
lymphoma (n ¼ 2), T cellerich B cell lymphoma (n ¼ 1), and
blastic plasmacytoid dendritic cell lymphoma (n ¼ 1). HDT-
ASCT in ﬁrst remission was performed in 93 patients (46%),
the majority of which were for MCL (n ¼ 65, 71%). Of the 202
patients, 170 (84%) were in complete remission at the time of
HDT-ASCT. With regards to treatment before HDT-ASCT, 45%
of patients received 1 line of therapy, 48% received 2 lines,
and 7% received more than 2 lines of therapy. One hundred
and eighty-three (91%) patients received anthracycline-
containing combination chemotherapy at some point dur-
ing their treatment course. Of the relapsed or refractory
DLBCL cases (n ¼ 65), 45 (70%) received ifosfamide, carbo-
platin, and etoposide (ICE)ebased and 10 (15%) received
dexamethasone, cytarabine, and cisplatin (DHAP)ebased
salvage therapy, whereas 10 (15%) received other salvage
programs. Of the ﬁrst remission MCL transplantation
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Figure 1. PFS and OS in all patients.
P.B. Dahi et al. / Biol Blood Marrow Transplant 20 (2014) 2004e20092006patients (n ¼ 65), 47 (72%) received ICE-based sequential
therapy after rituximab, cyclophosphamide, doxorubicin,
vincristine, and prednisone [26], whereas 15 (23%) received
rituximab, cyclophosphamide, doxorubicin, vincristine, and
prednisone (R-CHOP) in combination with cytarabine-
containing programs in either sequence or alternating cy-
cles. The majority of these cases received induction with
either high-dose cytarabine [3] or dexamethasone, cytar-
abine, and cisplatin [5]. Three patients (5%) received other
regimens. Of the TCL ﬁrst remission patients (n ¼ 20), 10
(50%) received CHOP  etoposide and 10 (50%) received
sequential CHOP/ICE.
The median number of HPCs infused was 5.0 106 CD34þ
cells/kg (range, 1.5 to 14.7). The median time to neutrophil
engraftment was 10 days (range, 7 to 16). One patient died
before neutrophil engraftment. Forty-four patients (22%)
were readmitted to the hospital in the ﬁrst 100 days after
HDT-ASCT (range, 16 to 98 days). The majority (n ¼ 30, 68%)
were admitted for infection, 9 (21%) for transplantation-
related toxicity, and 5 (11%) for other causes. With a me-
dian follow-up of 3.6 years (range, .4 to 11.9) for survivors,
PFS and OS at 3 years were 60% (95% conﬁdence interval [CI],
53% to 68%) and 73% (95% CI, 67% to 80%), respectivelyP = .78











































Figure 2. OS (left) an(Figure 1). No difference was found in OS and PFS between
patients older than 65 and those between 60 and 64 years of
age. Similarly, we found no difference in OS and PFS in pa-
tients 70 or older when compared with those between ages
60 and 69 (Figure 2). At 3 years, PFS in patients receiving
upfront transplantationwas 67% comparedwith 54% in those
who received transplantation for relapsed or refractory dis-
ease (P ¼ .03). OS in upfront transplantation was 81%,
compared with 66% in the relapsed or refractory setting (P ¼
.01). Patients with MCL had better outcomes compared with
those with other NHL histologies, with 3-year OS of 89%
versus 65% (P ¼ .002) and PFS of 76% versus 52% (P ¼ .001),
respectively. HCT-CI score was not associated with OS or PFS
(Figure 3).
Overall, 77 patients (38%) progressed (DLBCL [n ¼ 34,
46%], MCL [n¼ 22, 32%], FL [n¼ 4, 33%], primary CNSL [n¼ 1,
8%], TCL [n ¼ 12, 48%], and others [n ¼ 4, 44%]). Median time
to treatment failure was 13.6 months (range, 1.4 to 106).
Incidence of disease progression at 1 year after HDT-ASCT
was 28% (21 of 74) in DLBCL, 6% (4 of 69) in MCL, 17% (2 of
12) in FL, 8% (1 of 13) in primary CNSL, 32% (8 of 25) in TCL,
and 22% (2 of 9) for all other subtypes.
Eight patients experienced TRM within the ﬁrst 100 days
after transplantation. Five died from infections and 3 from
treatment-related organ toxicity. Cumulative incidence of
TRMwas 4% (95% CI, 2% to 7%) at 100 days. This remained the
same at 1 year after HDT-ASCT. High HCT-CI was not asso-
ciated with TRM (Figure 4).
Seventy-six (38%) patients died after HDT-ASCT. The most
common cause of death was progression of disease, which
accounted for 54 deaths (71%). Other deaths were attribut-
able to infections (n ¼ 5), organ toxicity (n ¼ 4), myelodys-
plastic syndrome (MDS) or acute leukemia (AML) (n¼ 4), and
solid tumors (n ¼ 4). Four patients died of unknown causes.
One patient died from graft-versus-host disease after a
subsequent allogeneic stem cell transplantation.
Overall 7 patients (4%) developed secondaryMDS or AML,
at a median of 35 months after HDT-ASCT (range, 6 to 48);
other secondary malignancies (solid tumors) were seen in 9
patients (4.5%) after HDT-ASCT.
Demographics of patients ages 70 or older at time of HDT-
ASCT are summarized in Table 2. In this group, comorbidities
that compose the HCT-CI were present in 73% of patients, the
most common being previous malignancy and pulmonary orP = .77




















































P = .93P = .67
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Figure 3. OS (left) and PFS (right) according to HCT-CI.
Table 2
Patient Characteristics Age 70 or Above (n ¼ 30)
P.B. Dahi et al. / Biol Blood Marrow Transplant 20 (2014) 2004e2009 2007cardiac disease. Of the total 30 patients in this age group, 18
are alive, including 4 who experienced disease progression.
Causes of death in the other 12 patients were progression of
disease (n¼ 7), secondary MDS/AML (n¼ 3), secondary solid
tumor (n ¼ 1), and infection (n ¼ 1). The incidence of MDS/
AML in patients ages 70 or older was 10% (n ¼ 3 out of 30
total), whereas its incidence in those 60 to 69 years old was
2% (n ¼ 4 out of 172 total) (P ¼ .07). As stated before, PFS, OS,
and TRM in this age group were not signiﬁcantly different
from patients between 60 and 69 years of age.
DISCUSSION
HDT-ASCT for NHL has not been commonly offered to
elderly patients perhaps due in part to limited data on
feasibility and efﬁcacy of this treatment modality in older
individuals. Given the demonstrable prognostic impact of
HDT-ASCT in younger patients, as previously highlighted by
prospective randomized studies, the omission of HDT-ASCT
based upon age alone could potentially affect survival in
this group. We demonstrate in this study that HDT-ASCT is
safe and effective in selected patients from age 60 to 74 years
















































Figure 4. TRM according to HCT-CI.even in the subgroup of those ages 70 to 74.We observed a 3-
year OS and PFS of 73% and 60%, respectively. Our outcomes
appear similar or favorable, compared with other published
reports on elderly patients with NHL undergoing HDT-ASCT
[16-18]. This is most notable when compared with the
study by Chihara et al. [15] (n ¼ 484) that showed a 2-year
PFS and OS of 48% and 58%, respectively. Other studies are
summarized in Table 3. The varying results in the survival
rate are likely attributable to differences in patient and dis-
ease characteristics, as we included patients who received
HDT-ASCT as consolidation therapy in ﬁrst remission for a
relatively indolent disease (MCL), in contrast to relapsed and
refractory aggressive NHL. Approximately one third of our
patients had MCL, with the majority undergoing HDT-ASCT
in ﬁrst remission. This group had a superior OS and PFS at
3 years compared with those with the other NHL histologies
(OS: 89% versus 65% and PFS: 76% versus 52%). Again, this is
likely attributed to both the natural history of MCL and the
fact that patients receiving consolidation in ﬁrst remissionCharacteristic Value














Other NHL 3 (10%)
HCT-CI
Low (0) 8 (27%)
Intermediate (1-2) 3 (10%)
High (>2) 19 (63%)
DLBCL indicates diffuse large B-cell lymphoma;MCL, mantle cell lymphoma;
FL, follicular lymphoma; PCNSL, primary central nervous system lymphoma;
TCL, T-cell lymphoma; NHL, Non-Hodgkin lymphoma; CR, complete
remission; PR, partial remission; HCT-CI, hematopoietic stem cell transplant
comorbidity index.
Data presented are n (%) unless otherwise indicated.
Table 3
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5 yr: 7.5%.
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No effect 8 patients
median 20 mo
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No effect 7 (4%) patients
median 35 mo
DLBCL indicates diffuse large B-cell lymphoma; MCL, mantle cell lymphoma; NHL, Non-Hodgkin lymphoma; BEAM, carmustine, etoposide, cytarabine,
melphalan; TRM, transplant-related mortality; OS, overall survival; PFS, progression-free survival; HCT-CI, hematopoietic stem cell transplant comorbidity
index; MDS, myelodysplastic syndrome; AML, acute myeloid leukemia.
P.B. Dahi et al. / Biol Blood Marrow Transplant 20 (2014) 2004e20092008are typically less heavily pretreated. In our study, 93 (46%)
patients received HDT-ASCT as consolidative treatment in
ﬁrst remission. The majority of patients had received 2 or
fewer lines of therapy and were in remission before HTD-
ASCT. Certainly, chemosensitivity before HDT-ASCT carries
the largest prognostic relevance [27,28].
Early TRM rate at day 100 was 4% in our study, which
is comparable to those reported in other earlier series
[13,16-18]. No additional TRM events were noted at 1 year
after HDT-ASCT, likely reﬂecting the immediate and rela-
tively short-term risk of barrier mucocutaneous toxicity in
the neutropenic state after HDT-ASCT. This low rate of TRM
likely reﬂects both patient selection before HDT-ASCT and
ongoing advances in supportive care. Contextually, these
data further highlight the overwhelming majority of treat-
ment failure events being progression of primary NHL.
Interestingly, the incidence of MDS/AML in patients age
70 or older was higher than it was for those between the ages
of 60 and 69 (P ¼ .07). This could be attributed to higher
incidence of MDS/AML with increasing age. Previous studies
reported older age, radiation, and the quantity of pre-
transplantation therapy as risk factors for therapy-related
MDS and AML after HDT-ASCT [29-31]; however, in those
studies, older age was deﬁned as age older than 35 to 40
years. Our study suggests that patients older than 69 may be
at a higher risk for secondary MDS/AML and this may indi-
cate the need for evaluation of bone marrow for early MDS
before stem cell collection.
Within this cohort, we analyzed other clinical character-
istics thatmaypredict adverseoutcomesafter transplantation.
HCT-CI, which derives from physiologic assessment and the
presence of particular comorbidities at the time of trans-
plantation, is a useful tool to predict survival after allogeneic
transplantation [19]. Several retrospective analyses assessed
the role of HCT-CI as a predictor of outcomes in patients un-
dergoing HDT-ASCT [17,32,33]. In our study, although most of
the patients had high HCT-CI scores, this score was not asso-
ciatedwith risk of TRM, norwas it associatedwith eitherOS or
PFS. Our results are consistent with the study by Hosing et al.
[17] (n ¼ 99) reporting no effect of HCT-CI on HDT-ASCT out-
comes in patients older than 65 with relapsed and refractory
NHL. However, we note that the lack of demonstrable prog-
nostic impact of HCT-CI onHDT-ASCToutcomesmay be due to
lack of statistical power with limited patient numbers, ascomparedwith theCenter for International BloodandMarrow
Transplant Research study [33]. Other tools, such as compre-
hensive geriatric assessment, could potentially be utilized to
identify elderly, frail patients at higher risk of post-HDT-ASCT
mortality [34]. We did not incorporate a geriatric assessment
in patient selection.
Our study has a number of limitations. It is retrospective
and conducted in a single center. The small number of pa-
tients included in this study overall, and speciﬁcally in the
group older than 69, could have contributed to the lack of
demonstrable prognostic impact of age and HCT-CI on HDT-
ASCT outcomes in this population. Another important limi-
tation pertains to analyzing transplantation outcomes in a
rather nonhomogeneous cohort of patients, ranging from
those with more indolent histologies who received HDT-
ASCT as consolidation therapy in ﬁrst remission, to those
with other more aggressive NHL subtypes who received
HDT-ASCT after multiple lines of therapy for relapsed and
refractory disease.
In conclusion, within this cohort of elderly patients with
NHL undergoing HDT-ASCT, we demonstrate feasibility and
efﬁcacy with survival comparable to those for younger his-
torical controls [1,2,5,35]. Our data suggest that age alone is
not predictive of HDT-ASCT outcomes and, therefore, should
not be used to preclude HDT-ASCT up to age 74. Although
further prospective investigation is warranted, particularly in
patients older than 74 years of age, our data do not support
routine exclusion of patients based on age or HCT-CI, espe-
cially in clinical settings where clear beneﬁt has been deﬁned
and the vast majority of survival events are secondary to
disease progression [1-6,9,33]. Although we demonstrate
relatively favorable results after HDT-ASCT in elderly pa-
tients, application of this treatment should be carefully
considered individually and reserved for a selected popula-
tion. Further prospective investigation toward identifying a
subset of elderly patients who carry a high risk of treatment-
related morbidity or mortality or of MDS/AML is warranted
with careful consideration toward NHL disease risk and the
potential beneﬁt of HDT-ASCT.
ACKNOWLEDGMENTS
Author contributions: P.B.D., R.T, and C.S. collected,
analyzed, and interpreted the data and wrote the manu-
script; S.M.D performed the statistics and wrote the
P.B. Dahi et al. / Biol Blood Marrow Transplant 20 (2014) 2004e2009 2009manuscript; M S., M.M., and J.M collected the data and wrote
the manuscript; V.B, J.G, P.H, M.M, S.G, and M.A.P wrote the
manuscript; C.M and C.S designed the study and wrote the
manuscript. P.B.D. and R.T. contributed equally to this study
and are ﬁrst coauthors.
Financial disclosure: The authors have nothing to disclose.
Conﬂict of interest statement: There are no conﬂicts of
interest to report.REFERENCES
1. Philip T, Guglielmi C, Hagenbeek A, et al. Autologous bone marrow
transplantation as compared with salvage chemotherapy in relapses of
chemotherapy-sensitive non-Hodgkin’s lymphoma. N Eng J Med. 1995;
333:1540-1545.
2. Schouten HC, Qian W, Kvaloy S, et al. High-dose therapy improves
progression-free survival and survival in relapsed follicular non-
Hodgkin’s lymphoma: results from the randomized European CUP trial.
J Clin Oncol. 2003;21:3918-3927.
3. Geisler CH, Kolstad A, Laurell A, et al. Nordic MCL2 trial update: six-
year follow-up after intensive immunochemotherapy for untreated
mantle cell lymphoma followed by BEAM or BEAC þ autologous stem-
cell support: still very long survival but late relapses do occur. Br J
Haematol. 2012;158:355-362.
4. Geisler CH, Kolstad A, Laurell A, et al. Long-term progression-free sur-
vival of mantle cell lymphoma after intensive front-line immunoche-
motherapy with in vivo-purged stem cell rescue: a nonrandomized
phase 2multicenter study by the Nordic Lymphoma Group. Blood. 2008;
112:2687-2693.
5. Dreyling M, Lenz G, Hoster E, et al. Early consolidation by myeloa-
blative radiochemotherapy followed by autologous stem cell trans-
plantation in ﬁrst remission signiﬁcantly prolongs progression-free
survival in mantle-cell lymphoma: results of a prospective randomized
trial of the European MCL Network. Blood. 2005;105:2677-2684.
6. d’Amore F, Relander T, Lauritzsen GF, et al. Up-front autologous stem-
cell transplantation in peripheral T-cell lymphoma: NLG-T-01. J Clin
Oncol. 2012;30:3093-3099.
7. Feyler S, Prince HM, Pearce R, et al. The role of high-dose therapy and
stem cell rescue in the management of T-cell malignant lymphomas: a
BSBMT and ABMTRR study. Bone Marrow Transplant. 2007;40:443-450.
8. Jantunen E, Wiklund T, Juvonen E, et al. Autologous stem cell trans-
plantation in adult patients with peripheral T-cell lymphoma: a nation-
wide survey. Bone Marrow Transplant. 2004;33:405-410.
9. Rodriguez J, Conde E, Gutierrez A, et al. The results of consolidation
with autologous stem-cell transplantation in patients with peripheral
T-cell lymphoma (PTCL) in ﬁrst complete remission: the Spanish
Lymphoma and Autologous Transplantation Group experience. Ann
Oncol. 2007;18:652-657.
10. NCCN Guidelines version 2.2014 Non-Hodgkin’s Lymphomas In. pp
MS-216.
11. Gopal AK, Gooley TA, Golden JB, et al. Efﬁcacy of high-dose therapy and
autologous hematopoietic stem cell transplantation for non-Hodgkin’s
lymphoma in adults 60 years of age and older. Bone Marrow Transplant.
2001;27:593-599.
12. Bitran JD, Klein L, Link D, et al. High-dose myeloablative therapy and
autologous peripheral blood progenitor cell transplantation for elderly
patients (greater than 65 years of age) with relapsed large cell lym-
phoma. Biol Blood Marrow Transplant. 2003;9:383-388.
13. Jantunen E, ItalaM, Juvonen E, et al. Autologous stem cell transplantation
in elderly (>60 years) patients with non-Hodgkin’s lymphoma: a nation-
wide analysis. Bone Marrow Transplant. 2006;37:367-372.
14. Buadi FK, Micallef IN, Ansell SM, et al. Autologous hematopoietic stem
cell transplantation for older patients with relapsed non-Hodgkin’s
lymphoma. Bone Marrow Transplant. 2006;37:1017-1022.
15. Chihara D, Izutsu K, Kondo E, et al. High-dose chemotherapy with
autologous stem cell transplantation for elderly patients with relapsed/
refractory diffuse large B cell lymphoma: a nationwide retrospective
study. Biol Blood Marrow Transplant. 2014;20:684-689.
16. Jantunen E, Canals C, Rambaldi A, et al. Autologous stem cell trans-
plantation in elderly patients (> or ¼60 years) with diffuse large B-celllymphoma: an analysis based on data in the European Blood and
Marrow Transplantation registry. Haematologica. 2008;93:1837-1842.
17. Hosing C, Saliba RM, Okoroji GJ, et al. High-dose chemotherapy and
autologous hematopoietic progenitor cell transplantation for non-
Hodgkin’s lymphoma in patients >65 years of age. Ann Oncol. 2008;19:
1166-1171.
18. Jantunen E, Canals C, Attal M, et al. Autologous stem-cell trans-
plantation in patients with mantle cell lymphoma beyond 65 years of
age: a study from the European Group for Blood and Marrow Trans-
plantation (EBMT). Ann Oncol. 2012;23:166-171.
19. Sorror ML, Maris MB, Storb R, et al. Hematopoietic cell transplantation
(HCT)-speciﬁc comorbidity index: a new tool for risk assessment
before allogeneic HCT. Blood. 2005;106:2912-2919.
20. Mahe B, Milpied N, Hermouet S, et al. G-CSF alone mobilizes sufﬁcient
peripheral blood CD34þ cells for positive selection in newly diagnosed
patients with myeloma. Br J Haematol. 1996;92:263-268.
21. Kewalramani T, Zelenetz AD, Nimer SD, et al. Rituximab and ICE as
second-line therapy before autologous stem cell transplantation for
relapsed or primary refractory diffuse large B-cell lymphoma. Blood.
2004;103:3684-3688.
22. Kroger N, Renges H, Kruger W, et al. A randomized comparison of once
versus twice daily recombinant human granulocyte colony-stimulating
factor (ﬁlgrastim) for stem cell mobilization in healthy donors for
allogeneic transplantation. Br J Haematol. 2000;111:761-765.
23. Sutherland HJ, Eaves CJ, Lansdorp PM, et al. Kinetics of committed and
primitive blood progenitor mobilization after chemotherapy and
growth factor treatment and their use in autotransplants. Blood. 1994;
83:3808-3814.
24. Mathew S, Adel N, Rice RD, et al. Retrospective comparison of the ef-
fects of ﬁlgrastim and pegﬁlgrastim on the pace of engraftment in
auto-SCT patients. Bone Marrow Transplant. 2010;45:1522-1527.
25. Hoppe BS, Moskowitz CH, Filippa DA, et al. Involved-ﬁeld radiotherapy
before high-dose therapy and autologous stem-cell rescue in diffuse
large-cell lymphoma: long-term disease control and toxicity. J Clin
Oncol. 2008;26:1858-1864.
26. Schaffel R, Hedvat CV, Teruya-Feldstein J, et al. Prognostic impact of
proliferative index determined by quantitative image analysis and the
International Prognostic Index in patients with mantle cell lymphoma.
Ann Oncol. 2010;21:133-139.
27. Derenzini E, Musuraca G, Fanti S, et al. Pretransplantation positron
emission tomography scan is the main predictor of autologous stem
cell transplantation outcome in aggressive B-cell non-Hodgkin lym-
phoma. Cancer. 2008;113:2496-2503.
28. Dickinson M, Hoyt R, Roberts AW, et al. Improved survival for relapsed
diffuse large B cell lymphoma is predicted by a negative pre-transplant
FDG-PET scan following salvage chemotherapy. Br J Haematol. 2010;
150:39-45.
29. Hake CR, Graubert TA, Fenske TS. Does autologous transplantation
directly increase the risk of secondary leukemia in lymphoma patients?
Bone Marrow Transplant. 2007;39:59-70.
30. Pedersen-Bjergaard J, Andersen MK, Christiansen DH. Therapy-related
acute myeloid leukemia and myelodysplasia after high-dose chemo-
therapy and autologous stem cell transplantation. Blood. 2000;95:
3273-3279.
31. Metayer C, Curtis RE, Vose J, et al. Myelodysplastic syndrome and acute
myeloid leukemia after autotransplantation for lymphoma: a multi-
center case-control study. Blood. 2003;101:2015-2023.
32. Plattel WJ, Kluin-Nelemans HC, de Bock GH, van Imhoff GW. Prognostic
value of comorbidity for auto-SCT eligibility and outcome in relapsed
or refractory aggressive non-Hodgkin’s lymphoma. Bone Marrow
Transplant. 2011;46:827-834.
33. Pasquini mL B, Ho V, MacCarthy P, et al. Comorbidity Index (CI) in
autologous hematopoietic cell transplantation (HCT) for malignant
diseases: validation of the HCT-CI. Blood [ASH Annual Meeting Ab-
stracts]. 2012;120:814.
34. Tucci A, Ferrari S, Bottelli C, et al. A comprehensive geriatric assessment
is more effective than clinical judgment to identify elderly diffuse large
cell lymphoma patients who beneﬁt from aggressive therapy. Cancer.
2009;115:4547-4553.
35. Thieblemont C, Antal D, Lacotte-Thierry L, et al. Chemotherapy with
rituximab followed by high-dose therapy and autologous stem cell
transplantation in patients with mantle cell lymphoma. Cancer. 2005;
104:1434-1441.
